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Introduction
Postpartum family planning is defined as the prevention of unintended pregnancies and closely spaced pregnancies through the first 12 months following childbirth [1] . Family planning (FP) allows individuals and couples to determine the desired time duration of spacing or limiting of the family if they have the desired number of children [2] . Closely spaced pregnancies increase risk of adverse outcomes such as preterm births, low birth weight infants and maternal health problems [3] . There is evidence that pregnancy occurring within six months of the last delivery increases risk of induced abortion 7.5 fold [4] . Furthermore, such pregnancies increase risk of maternal and child mortality [3] . Thus short birth spacing and unintended pregnancies can result in adverse health, nutrition, economic and social consequences for women and their families.
Therefore, these women need postpartum FP. It is a major responsibility of the health system to minimize unmet need of postpartum FP. In Sri Lanka, FP is recognised as a responsibility of the government and provision of FP services is coordinated by the Family Health Bureau under the Ministry of Health through the National Family Planning Programme as an integrated component of the Family Health Programme [5] . The goal of the programme is to enable all couples to have the desired number of children, with optimal spacing, whilst preventing unintended pregnancies. It therefore, facilitates families to make informed decisions and offers contraceptives through a cafeteria approach [5] . Counselling and providing FP services is an essential component of the postnatal care package in Sri Lanka [6] .
The objective of this study was to assess the practice of FP and to examine socio-demographic and reproductive health characteristics associated with FP use of postpartum mothers in the RDHS Division, Kalutara in Sri Lanka. The paper draws on data collected for the DOI: http://doi.org/10.4038/cmj.v62i2.8472
Paper investigation of "Quality of domiciliary postnatal care provided by the Public Health Midwives in the RDHS division, Kalutara" in 2014.
Methods
This descriptive cross sectional study was carried out in 2014 in all Medical Officer of Health (MOH) areas in the Kalutara RDHS Division other than two MOH areas (Kalutara and Beruwala) served by the National Institute of Health Sciences. Kalutara district has a population of 1,217,260. It is socio-culturally diverse and includes urban, rural and estate sectors. The population comprises of predominantly Sinhalese (86.7 %) with, 9.2 % of Moors and 3.9 % of Tamils [7] .
The sample size calculation estimated a population proportion of 50% and made an adjustment for the clustering effect. Design effect was calculated considering the rate of homogeneity for socioeconomic variable 0.2 [8] . Accordingly, the required sample size was 1200 after allowing for a non-response rate of 10%.
Cluster sampling technique was used with probability proportionate to size of the population of the MOH area. A Public Health Midwife (PHM) area was defined as a cluster and the size of the cluster was limited to 10 subjects as there was a limited number of postpartum mothers in a given PHM area. The number of clusters selected for this study was 120 which included 40% of the total PHM areas in the RDHS division, Kalutara.
Sample selection was done through PHM's Monthly Expected Dates of Delivery Register and a list of eligible postpartum mothers was prepared. Data collectors visited relevant postnatal clinics and contacted the selected mothers and checked for their eligibility. Thereafter, the mothers were invited to participate in the study. Data collection was done using an interviewer-administered questionnaire at their residence after obtaining informed written consent. Ethics approval was obtained from the Ethics Review Committee of the Postgraduate Institute of Medicine, University of Colombo.
Data Analysis
Data entry was carried out using Epi Data version 3.1. Data was exported to SPSS and analysis was carried out using SPSS version 19. Descriptive analysis showed frequencies, percentages, ranges, means, and standard deviations (SD). Statistically significant associations were assessed applying Chi-square test.
Results

Demographic, socio-economic and reproductive health characteristics
The study population consisted of 1112 mothers who were 8-12 weeks post-partum. The response rate was 93.7%. Table 1 shows the selected characteristics of the participants. A majority of mothers were in the age group 25-34 years (n=707; 63.6%) with a mean age of 29.4 (SD ± 5.3) years. Majority were Sinhalese (n=1027; 92.4%) and Buddhists (n=998; 89.7%). Almost one third 34.4% (n=382) had an educational qualification up to Advance Level (A/L) or higher while 77 (7%) had only primary education or less. Majority of the mothers were not formally employed (n=839; 75.4%) and 694 (62.4%) were in social classes III (Skilled workers and nonmanual workers) and IV (Partly skilled workers). The social class of the women was determined according to social class categorization given by Barker and Hall [17] . More than 99% (n=1104) were currently married.
Three hundred and eighty three (34 %) mothers were primiparous while 896 had one or two children. None had more than four children. Seven hundred and twelve (64.1%) had a normal vaginal delivery. 
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Access to family planning and method used Table 2 shows the number and proportion of mothers using a range of contraception and source of FP services. Seven hundred and thirty (65%) mothers used some FP method 8-12 weeks after delivery. Condoms was the most popular method (n=222; 30.4%) followed by intrauterine device (IUD) (n=195; 26.7%) and DMPA injections (n=167; 22.9%). Twelve mothers (1.6%) were practicing natural/ traditional method while none had a partner who had undergone vasectomy. Six mothers (0.8%) were using oral contraceptives.
Approximately, 80% of mothers utilized the public sector FP services while 142 (20%) mothers obtained FP services from the private sector. All the Implanon/ Jadelle and LRT users had obtained the services from the public sector while DMPA injections were obtained from both private and public sectors. Table 3 presents the association between the FP methods used and selected characteristics of the participants. Postpartum mothers, with higher level of education (p<0.05), lower family income (p<0.01), parity more than 3 (p<0.001) and number of living children more than 3 (p<0.01) were significantly more likely to use a FP method. Age, social class and mode of delivery were not statistically significantly associated with the use of a FP method by postpartum mothers.
Reasons for not practicing a FP method
Three hundred and eighty two (34.4%) postpartum mothers did not use a FP method. Table 4 shows the reasons for not practicing a FP method. One hundred and eleven (29.2%) stated that they were hoping to use FP in future and 94 (24.7%) stated that the perceived low risk of conceiving as the reason for not using FP. 
Discussion
Use of a contraceptive method by postpartum mothers at 8-12 weeks was 65.6 % in the RDHS division, Kalutara. The optimal contraceptive use among these women should be around 100%, given that women may resume sexual activity in this period and will not want to become pregnant again soon after child birth.
The time of return to fertility after childbirth is variable and unpredictable and women can get pregnant before the return of menstruation. Women can conceive six weeks after child birth, even though lactational amenorrhoea may be protective [2] .
A study done in Sri Lanka in 2010 found that unmet need in FP accounted for 73% of unsafe abortions. The main reason for not using FP was that they were still nursing an infant (n= 665; 31.6%) [9] . The study also reported that ensuring access to FP alone may result in a significant reduction in the number of unsafe abortions. Another study done in 2000 reported that the most frequent reason (28.8%) for requesting an abortion was the youngest child was 'too young' [10] . The experts in maternal care highlight these findings as missed opportunities across the continuum of maternal care to prevent abortions through improving postpartum FP as these women were in contact with health providers during pre-pregnancy, antenatal, intra-natal and postnatal periods [11] . Mothers who continue their pregnancy with a very young baby may face many problems which affect the quality of life of mother, baby and the whole family due to short birth spacing [4] . Therefore, the delivery of highquality FP services to every woman is essential to ensure identifying and comprehensively fulfilling their FP needs [12] .
A study carried out to assess knowledge of PHM on post-natal care reveals that knowledge on postpartum FP was poor [13] . This is of major concern as the PHM is the key player in counseling and referring mothers for FP. Therefore, capacity building of service providers through in-service training is an essential aspect in improving postpartum FP.
Present study reveals that a majority of mothers (80.2%) obtained FP services from the public sector and about 20% obtained services from the private sector.
Most popular FP method was use of male condoms (30%). When correctly used male condoms can prevent pregnancy with 98% reliability [14] . Royal College of Obstetricians and Gynaecologists in the United Kingdom categorized male condoms as a less effective method of postpartum FP because of high user failure rates of above 12% [2] . Other popular FP methods were IUD (26.7%) and DMPA injection (22.9%). The Family Health Bureau had stated that DMPA injection was the most widely accepted method of the National Family Planning Program until 2011 and there was a dramatic drop in the use of DMPA injection among new acceptors in 2012 [5] . The reason for this reduction in DMPA injection may be due to the limited availability of DMPA at the government FP clinics. Even with the limited availability of DMPA, it was still popular and nearly half obtained DMPA from the private sector. Implanon/ Jadelle were not popular among postpartum mothers according to the current study.
Reasons given for not using FP were 'hoping to use FP in the future', 'less perceived risk in conceiving', 'afraid of using FP'and 'lack of time' indicate that 95% should be using FP.
World Health Organization (WHO) has emphasised that we must not miss any opportunities to encourage postpartum FP across the continuum of care [1] . As these mothers are in contact with health personnel throughout the pre-pregnancy, antenatal and postnatal periods, there are multiple opportunities for counseling them on postpartum FP. The main objective of the PHM's postnatal home visit around 42 days of delivery is referral of mothers for FP services [6] . But in 2013 only 76.6% of mothers had a postnatal home visit [5] . A study reported that inability to make an informed decision on their desired family size is a risk factor for unsafe abortions (adjusted OR=2.2; 95% CI=1.4-3.5). The authors concluded that this may indicate the unmet need for contraception among women who have no definitive plans on family formation [15] . Therefore, service providers must use all opportunities to counsel mothers to help them decide on their family size, during pre-pregnancy, pregnancy and postpartum periods to avoid any missed opportunities for postpartum FP [3] . Regular evaluation of quality of postpartum FP services by the divisional and district managers using quality indicators will be useful in monitoring the quality of service provided.
A randomized control study in Rwanda showed that an intervention which included FP education for postpartum mothers, screening, and services through child immunization contacts was successful [12] . These strategies are recommended by the WHO and can be used in Sri Lanka. As almost all the postpartum mothers attend an immunization clinic eight weeks after the delivery, Vol. 62, No. 2, June 2017 Paper unmet needs for postpartum FP can be assessed and appropriate services can be offered.
WHO has defined the elements of quality of care in FP as choice of a wide range of contraceptive methods; evidence-based information on the effectiveness, risks and benefits of different methods; technically competent, trained health workers; provider-user relationships based on respect for informed choice, privacy and confidentiality; and the appropriate constellation of services need to be considered in provision of postpartum FP [16] . Using multiple strategies, FP services should prioritize reaching postpartum mothers which is the group of women with the greatest unmet need for FP ensuring a broad range of contraceptive options available to them.
There were several limitations in our study. We recruited only mothers who could communicate in Sinhala language, were registered by the PHM during the antenatal period and were residing in the same PHM area after delivery. We also did not have data on the timing (immediate or interval) of postpartum IUD. However, this provides the first hand evidence of postpartum FP use amongst women in Sri Lanka.
